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F 000| INITIAL COMMENTS F 000
On February 14, 2011 an onsite visit was made to
investigata complaints #27404 and 27289 at NHC
Healthcare, Smithville. No deficiencies were cited
for complaint #27404.
F 252 483.15(h)(1) F 252} The Director of Nursin i 33111
: g In-services staff
§8=D gﬁsﬁClﬁANfCOMFORTABLBHOMELIKE regarding checking over bed tables prior
ONMENT to placing trays on them. She also °
The facility must provide a safe, clean in-ser\éicgd SLaﬁ of Cleening Ut patient
cornfortable and homelike enviohment, aliowing L%?:;L URHSA ?VU;:' gg;.'tse%kﬁewg Sonrg tn
the resident to use his or her personal belongings sl ngusekee ing S e e,
to the extent possible. Bing: = UpSraisar, s Wil
be checked weekly for 3 weeks, then
| monthly for 3 months.
! ) ’ ! The Housekeeping Supervisor has
g’}!;r:is REQUIREMENT Bnetmet as evidencad Instructed housekeeper to go to Resident
Based on observation and interview, the facility # 1's room first thing in the morning and
failed to ensure B clean environment for one last thing at night. Housekeeping is to
resident (#1) of five residents reviewed. also check room during the day.
The findings included:
Resident #1 was admitted to the facility on
| December 15, 2009 with diagnoses to include
Cerebrovascular Accident with Right
Hemiparesig,.Diabates, Acute and Chronic Renal
Failure, Chronic Polynephritis, Urinary Retention,
Chronic Obstructive Pulmonary Disease, Chronic |
Respiratory Fallure, Dysphagia, Aspiration [
Pneumonia, Seizure Disorder, and Hypertensaion.
Medical record review of the Minimum Data Set,
dated January 11, 2011, revealed the resident
| required extensive assistance with bed mobility
{ &and all activities of daily living except eating which
only required set up assistance.
| Observation of the resident's room on February
LABO Y DIEECT%TSUPPLIER REPRESENTATIVE'S SIGNATURE m (0) DATE
C:;Dtl St W . f /1)y

Anydeficlency staternent ending with }fl‘getelr’iak (‘E) denotes a deficlency which the Institution may ba excused from comecting providing if is determined that

oth

guards provide sufficlent protection to the patients. {See instructions.) Excapt for nursing homas, the findinga stated asbove are disclosable 50 days
following the date of survey whether or not a plan:of corraction Is provided. For nursing homes, tha above findings and plana of corraction are disclosable 14

days following the date these documents are made avallable to the facility. If deficiencies are citad, an approved plan of corraction Is requictie to continued

program participation.
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F 252 | Continued From page 1 . 252 Resident# 1's 50N S{Byﬁ in roam many
14, 2011 at 8:30 a.m,, fEVE?IEd ?‘he floor in the times aver night and leaves items in
room and bathroom contained visible dried dirt, room and bathroom. Son also brings in
numerous areas of dried spotting, and a bloody food for himself and resident # 1 late at
alcohol prep pad. Continued observation night.
revealed the counter in the bathroom had debris Administrator spoke with resident # 1's
| and dried spots, Observation revealed the over son to ask him to help center staff keep
| bed table contained areas of a dried sticky room clean and tidy.
[ substance, crumbs, a nut, and a dried out pea,
Interview in the resident’s room with LPN # 1 on
February 14, 2011 at 8:30 a.m., confimed the
floors were soiled; the blood soiled alcohol pad
was not to be on the floor: the bathroom was not
clean; the resident had eaten breakfast, and the

| over bed {able was visably soiled. Interview with |
the Housekeeper in the resident's room on |
February 14, 2011 at 8:45 a.m. confirmed the
resident's room was not clean.
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